New societal and organizational pressures are impinging on doctors and patients. Rising costs of health care and scarcity of resources mean that doctors must limit health care expenditures while at the same time coping with growing demand, the threat of litigation and uncertainty about the best way to practise medicine. The social context of the patient-doctor relationship is thus being redefined as doctors respond to demands to be agents for society while retaining their role as patient advocates and seeking to protect their professional and personal interests. Patients, too, are redefining their roles. With their doctors, they must find the right path between 'consumerist' interactions, in which the doctor merely provides information and implements the patient's preferred interventions, and 'paternalistic' interactions, in which the doctor takes total responsibilityl. In the face of such external pressures, each party may need increasingly to advance its own interests.
The concept of patient-doctor negotiation is not new. Forty years ago, Szasz and Hollander noted that negotiation can help patients to help themselves2, and it has since been defined as a voluntary alliance3'4 that can assist patients and doctors in clarifying role ambiguities, in resolving differences of interest5 and in reaching shared decisions6 of benefit to themselves7 and society4. No clearly defined model of patient-doctor negotiation has been widely endorsed, yet negotiation has never been more relevant than it is today. About half of patients do not adhere to treatment regimens8'9, for reasons that include nonagreement on the problem and its management10.
Concordance on such matters could reduce avoidable morbidity, premature death and economic costll. In this paper I suggest ways in which concordance can be improved by identification of common ground.
FOUR CASES
According to Pruitt's12 model, the starting point for negotiation is known non-concordance in this case between patient and doctor. Prevalences of non-concordance vary widely in reports of patients' problems and aspects of care received13 or needed14. Concordance has been positively associated with outcomes such as adherence to treatment8-10, problem resolution as judged by patientsl5 and doctors16 and doctor recognition of problems at follow-up15. However, the need is not merely for an agreement (for example to 'disagree') but for an integrated strategy that reconciles the main interests of the patient and doctor, and other groups such as family and community. I present four cases to illustrate how negotiation through collaboration can produce different types of integrated agreements.
Case I A 33-year-old professional woman, a primipara, attends for an antenatal visit at 36 weeks' gestation. She requests a vaginal delivery and states her preference for a 'natural' birth but her doctor favours a caesarean section because the fetus is presenting by the breech.
Case 2
A mother of three in her early 30s tells her doctor that for three weeks she has been unable to fall asleep at night, has had a poor appetite and has lacked energy. The doctor detects a depressed mood and finds no physical or environmental explanation for her symptoms. The patient rejects the doctor's offer of counselling and requests some pills to relieve her stress-related anxiety and help her sleep.
Case 3
A patient with type II diabetes complains of lack of energy and tiredness. Her blood sugar is poorly controlled by diet and oral hypoglycaemic agents. Her doctor has encouraged her to lose weight and start insulin therapy to improve her wellbeing and lessen the risk of complications. However, this patient has difficulty adhering to her diet and refuses insulin. She promises again to try harder, but when she returns three months later nothing has changed. The cycle repeats itself. pharyngitis and explains that antibiotics are unnecessary, but the patient persists because he wants to get better to look after his wife. Refusal to prescribe antibiotics will dissatisfy the patient.
In each case, the patient and doctor need to work together to clarify and resolve their principal differences. To negotiate effectively, the parties must view their nonconcordance as potentially remediable, respect and trust each other, and share information about their preferences, capabilities and constraints. The doctor should seek to understand what the patients want and why, and, in turn, educate them according to their different abilities and information needs. Areas of information exchange can be exemplified for the four cases.
In Case 1, the doctor and patient need to communicate preferences and concerns relating to the method of delivery and other aspects of intrapartum care. In Case 2, each party needs to understand the patient's somatic and depressive symptoms, and the benefits and risks of drug treatment. In Case 3, the doctor should seek to understand the patient's reluctance to adhere to a diet and use insulin; educate the patient about the nature of her diabetes and potential complications, which have cost implications for herself, her family and the community; and explore opportunities for shared management. In Case 4, the doctor needs to understand the request for an antibiotic, and the patient should be helped to understand differences between viral and bacterial pharyngitis and why it is important to avoid unnecessary antibiotics that may be harmful to patients, costly to the health system and dangerous to public health. Having shared information in such areas, the patient and doctor should be able to reach an informed and unified agreement about the 'best' plan of action.
Information exchange requires a strong patient-doctor relationship, characterized by assertiveness and mutuality of control and facilitated by strategies including written lists of patient concerns, treatment decision aids, multimedia interactive programs, and patients' access to, and co-production of, their own medical records17. Information exchange is also facilitated by the doctor's acceptance of each patient as a partner in medical education, who can share personal experiences and views of illness and coping'8. Even then, some patients will eschew collaboration, favouring avoidance, accommodation (which requires cooperation but not assertiveness), or other approaches'9.
Alternative routes to agreement are competitive behaviours and unilateral concessions. For example, a doctor may seek to reduce a patient's resistance by emphasising time constraints or promoting dependency'2.
This strategy tends to be ineffective. In Case 3, for example, it would be counterproductive for the doctor to
INTEGRATED AGREEMENTS

Bridging
Of the four types of negotiated agreement integrating the interests of patient, doctor and community, bridging is the best since it does not necessitate a compromise that leaves both patient and doctor unsatisfied. In Case 1, bridging could involve a trial of labour if the woman delivers before 40 weeks' gestation. In Case 2, a natural remedy such as Kalms, and stress management techniques, could bridge the patient's need to relieve symptoms (which she believes drug therapy would legitimize) and the doctor's reluctance to medicalize the problem, especially through benzodiazepine prescribing. In Case 3, bridging could be achieved through a trial of insulin therapy. The doctor could emphasize the unique responsibilities of the patient but also the consensual and voluntary nature of any agreement they might negotiate from which the patient would be free to withdraw. The doctor could arrange for the patient to speak with other patients who have tried insulin and found it both to improve their wellbeing and to be less onerous than they had expected. A district nurse could give insulin injections until the patient felt comfortable administering them herself. In Case 4, linctus, or homoeopathic or herbal remedies, could permit the patient and doctor to bridge their respective needs.
Trading
Trading, or compensation for costs (including non-financial costs), can also satisfy the needs of each party but requires one to sacrifice its own needs in the area under discussion in return for full satisfaction in some other area. In Case 1, the doctor could agree to a trial of labour but suggest an epidural anaesthetic, because it would be useful for a normal vaginal breech delivery and also in the event of a caesarean section becoming necessary. In Case 4, the doctor could prescribe antibiotics to treat the infection in return for, say, the patient using nicotine-containing gum to help stop smoking. Alternatively, acceptance of the doctor's rather than the patient's solution may be achieved through compensation. In Case 4, district nurse services could provide respite care by dressing the carer's wife in the morning and putting her to bed in the evening. In Case 2, the doctor could arrange for a health visitor to offer the mother emotional support and advice on managing her children while she is unwell.
Logrolling
In a third strategy, logrolling, patient and doctor reach a compromise which only partly satisfies one or both but which can be developed and monitored over time. In Case dictate what the patient should do20. 200 1) the doctor and expectant mother might agree to a JOURNAL OF THE ROYAL SOCIETY OF MEDICINE Volume 91 April 1 998 caesarean section under epidural anaesthesia if the baby has not emerged spontaneously by 40 weeks. This agreement favours the preferences of the doctor. Its conditional nature means that the woman's preferences are not totally discounted but none of her needs is met fully. In Case 2, the doctor could prescribe a short course of benzodiazepines in return for the patient's agreement to receive counselling. Alternatively, the doctor could prescribe a drug other than a benzodiazepine, such as a beta-blocker or a low-dose tricyclic antidepressant. In Case 4, the doctor might prescribe antibiotics if the patient agreed not to have the prescription dispensed for a couple of days.
Damage limitation
Damage limitation is the least desirable type of negotiated care because the distribution of benefits is less equal than in the other three types. The essential feature is limitation of future consequences, such as damage to the patient-doctor relationship. In Case 2 and Case 4, respectively, the doctor could prescribe temazepam (without counselling for minor depression) and an antibiotic, but to limit the consequences could emphasize that each of these prescriptions is shortterm and associated with special circumstances (patient anxiety) that must be addressed at a future visit. The twin aims of the prescription are to minimize potential for current damage and ensure that benzodiazepines or antibiotics are not prescribed for invalid indications in the future. CONCLUSION These four types of agreement should contribute to effective health care by incorporating the health beliefs and goals of the patient and doctor. Both parties should leave the interaction feeling positive about the negotiation and its outcome. As a form of shared decision-making, negotiated care is not a substitute for patient-centred care; clinical care must be sufficiently patient-centred for negotiated care to take place. Patients and doctors should collaborate rather than compete, and the four strategies in this paper offer routes to agreement when non-concordance threatens.
